Phaeochromocytomas are vascular tumours, and small areas of haemorrhage are commonly found in tumours which have been removed electively'. We report two cases of spontaneous haemorrhagic rupture of phaeochromocytoma presenting as abdominal emergencies.
Case reports
Case 1: A 55-year-old, hypertensive, diabetic male presented with acute, severe, left-sided upper abdominal and chest pain. He was tender in the upper left abdomen, vasoconstricted with a pulse rate of 90/min, and blood pressure of 210/140 mmHg. Chest X-ray, electrocardiograph, serum amylase, full blood count, urea and electrolytes were normal. There was obliteration ofthe left psoas shadow on abdominal X-ray. Within 6 h of admission he became shocked with a blood pressure of 100/80 and pulse rate of 120/min. At emergency laparotomy for suspected ruptured aortic aneurysm a large left-sided retroperitoneal haematoma was found, the source of which could not be identified, but was not from an aortic aneurysm. His condition stabilized after adequate volume replacement, and no further surgical procedure was undertaken. Postoperatively, there were frequent episodes of paroxysmal hypertension, with cold clammy extremities and profuse sweating. A phaeochromocytoma was suspected and confirmed by elevated plasma catecholamine levels estimated 10 days postoperatively: dopamine 3.9 nmolIl (normal < 0.2 nmol/1), adrenaline 7.9 nmol/l (normal < 0.2 nmol/l), and noradrenaline 45.0 nmol/l (normal <3.0 nmol/l). Urine vanillylmandelic acid (VMA) was 4775 nmol/24 h (normal range 12-44 nmol/24 h). Localization ofthe tumour to the left adrenal was confirmed by a CAT scan ( Figure 1 ). After alpha and beta-adrenergic blockade with phenoxybenzamine and oxprenolol respectively, a second operation was undertaken and a 60 mm ruptured tumour of the left adrenal gland removed. The patient's recovery was uneventful and the blood pressure returned to normal (140/80 mmHg). Histology of the excised tumour showed a phaeochromocytoma with patchy areas of necrosis and haemorrhage.
Case 2: A 63-year-old male presented with acute back pain radiating to the left upper abdomen. On examination he was very pale and shocked with a systolic blood pressure of 60 mmHg, tenderness in the left upper abdomen and absent bowel sounds. Chest X-ray, electrocardiograph, serum amylase, glucose, FBC, urea and electrolytes were normal. Abdominal X-ray showed obliteration of the left psoas shadow. An emergency laparotomy for suspected leaking aortic aneurysm within 30 min of admission revealed a ruptured and bleeding tumour of the left adrenal gland (130x 120 mm) with massive left-sided retroperitoneal haematoma. The aorta, pancreas, spleen and left kidney were normal. Removal of the tumour was complicated by episodes of profound hypotension. Despite intravenous infusion of large volumes of blood and plasma, and administration of intravenous adrenaline, an adequate blood pressure could rJr Figure 1 . A CAT scan of the abdomen showing a ruptured phaeochromocytoma (7) ofthe left adrenal gland communicating with a large retroperitoneal haematoma (H) 0141-0768/89/ 010053-02/$02.00/0 @1989 The Royal Society of Medicine only be maintained during operation by frequent cross clamping of the abdominal aorta. A second operation was required 18 h later for persistent intra-abdominal bleeding. The splenic flexure of the large bowel was found to be ischaemic and was resected, a colostomy and colonic mucous fistula fashioned and haemostatsis obtained. Histology of the tumour showed a phaeochromocytoma with large areas of necrosis and haemorrhage. Serum catecholamine and urine vanillylmandelic acid levels were normal postoperatively and the patient remained normotensive.
Comment
These two cases highlight an unusual surgical presentation of an adrenal phaeochromocytoma, and were both diagnosed preoperatively as leaking abdominal aortic aneurysm as the clinical features of these 2 conditions may be almost identical2. Of the 19 reported cases3-15 of spontaneous ruptured adrenal phaeochromocytoma, 17 (89%) presented with abdominal pain, 16 (84%) showed signs of acute blood loss, and 6 (32%) had an abdominal mass. The administration of anticoagulants34 and the alpha-adrenergic blocker phentolamine56 have been implicated as possible causes for the precipitation of haemorrhage in 4 cases.
Ten of the 15 patients who underwent laparotomy survived, whereas all 4 patients who were managed without operation died. Despite the small number of patients, the findings indicate that prompt and aggressive management, together with early surgical intervention offer these patients the best chance of survival. Fistula formation is a well recognized complication after radiation bowel damage'. The microvascular changes in radiation bowel damage involve an endarteritis2 that leads to occlusion of the small intramural vessels. The degree of occlusion determines the extent of radiation bowel damage ranging from ischaemia (causing ulceration, bleeding and necrosis) to infarction leading to perforation and fistula formation. It has been observed that macroscopically normal bowel may have these microscopic changes3 and this must be remembered when managing these patients surgically.
This case highlights the difficulty in treating a fistula between two extensively damaged pieces of bowel. Both hyperalimentation and exterioration ofthe bowel were used in the management of this patient.
Case report SE, a 41-year-old male Caucasian presented with a 6 week history of diarrhoea and a five day history of colicky abdominal pain and vomiting that became faeculent. He had lost 10kg in weight during the last 2 years prior to admission.
In May 1977 he had a metastatic malignant teratoma of the testis treated by orchidectomy and chemotherapy (Vinblastine and Bleomycin) followed by deep X-ray therapy (40 Gray in 26 days) to the para-aortic region with a boost of 10 Gray over 7 days.
In 1979 and again in 1981 the patient complained of colicky abdominal pain and diarrhoea that eventually settled. In 1984 weight loss and steator-rhoea lead to a diagnosis ofpancreatic insufficiency secondary to radiation damage.
.s >... Figure 1 . Barium meal and follow through demonstrating a patent jejunocolic fistula, between the proximal jejunum and distal transverse colon 0141.0768/89
